In fact, his results for continence were so much better that he struggled to find a journal that was prepared to publish his results.
Eight years later, RS-RARP is attracting renewed interest thanks to the publication of a randomised controlled trial of RS-RARP versus anterior approach (AA) RARP by Menon et al showing that continence one week following surgery was three times as good in RS-RARP patients (42% versus 15%). 2 This is in addition to positive experiences from Bocciardi in Milan and Rha in Seoul. 3, 4 The basis of this improvement in early continence following RS-versus AA-RARP is likely to be mechanical, although it is impossible to exclude the possibility of better perfusion and/or innervation of the external urinary sphincter through preservation of its adjacent structures.
The dissemination of RS-RARP has not matched the interest in this technique as a result of several concerns: a relatively small workspace; a paucity of landmarks compared to the AA; a reversal of the normal spatial relationship between the bladder and prostate; the proximity of the ureters during the dissection and inability to look into the bladder following bladder neck transection to verify the location of the ureteric orifices; and a fundamentally different anastomotic technique.
We already know that individual differences in surgeon training, experience and currency, dexterity, attention to detail and spatial awareness leads to a wide range of results following RARP. Therefore, in response to an increase in the level of technical complexity of RARP, further questions inevitably arise. How easy is it to learn RS-RARP? What is the likely learning curve? And is it a technique that can and/or should be mastered by every robotic prostatectomist? The answers to all of these questions cannot be fully answered yet, but several trends are apparent from the results of existing series (Table 1 ).
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Advantages of RS-RARP Early (one to four weeks after surgery) pad-free rates appear to be consistently lower after RS-than AA-RARP ( Table 1 ). Given that post-prostatectomy stress urinary incontinence (PPSUI) has the greatest single influence 7 of all the various consequences of radical prostatectomy (RP) that negatively impact a patient's quality of life, 8 this is of considerable importance.
Only one published series has compared operating times for the two surgical approaches and it showed a significantly shorter time in RS-RARP
Retzius-sparing robot-assisted radical prostatectomy
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The Retzius-sparing approach to robot-assisted radical prostatectomy is a relatively new surgical technique that holds the promise of reduced postoperative complications. In this article the author weighs up its advantages and disadvantages and calls for experienced surgeons to explore its potential. • Prostate disease cases. 5 This is not surprising as the RS technique omits several of the steps that are conducted during AA-RARP, such as: mobilisation of the bladder, de-fatting the prostate, incision of the endopelvic fascia, and ligation and division of the DVC. It also obviates the need for anatomical reconstruction following prostatectomy.
Maintaining the relationship between the bladder and the anterior abdominal wall allows the safe and easy use of a suprapubic catheter after RS-RARP, which two studies have shown is more comfortable for RP patients than a urethral catheter. 9, 10 It also allows the trial of voiding (TOV) to be done at home and for a failed TOV to be managed more easily.
Preservation of an adequate arterial inflow into the penis is as important for post-prostatectomy potency as cavernosal nerve preservation. In theory, this should be more easily achieved using a technique that preserves the arteries that are frequently encountered during division of the DVC during AA-RARP, as well as accessory pudendal arteries if present.
For surgeons using intra-operative frozen section (the neuroSAFE technique), the RS approach allows easier secondary resection of potentially involved neurovascular bundles (NVB). When the bladder is lifted up after the vesicourethral anastomosis has been completed, the two NVBs are directly visible in RS cases. This is in contrast to the anterior approach in which medial retraction of the bladder is needed to expose them, potentially placing tension on the anastomosis.
RS-RARP is also a preferable approach anatomically after laparoscopic total extraperitoneal mesh hernia repair, as all of the surgery can be conducted under the mesh without the need to disturb it. This is similarly the case after renal Based on results obtained so far, the author also feels that RS-RARP is particularly advantageous in patients who might otherwise be expected to have poorer post-prostatectomy incontinence: men aged >70 years, the obese, non-nerve-sparing cases and patients having salvage surgery.
Potential disadvantages of RS-RARP
The only two studies that have compared RS-and AA-RARP have noted higher positive surgical margin (PSM) rates after RS, but these have not reached statistical significance: 25% versus 13% for all pathological T (pT) stages (p=0.1) 2 ; 16.7% versus 7.7% for pT2 (p=0.65) and 31.8% versus 14.3% for pT3 (p=0.15). 5 Both series were small, consisting of only 60 and 40 RS-RARP patients respectively. Interestingly, the location of PSMs was similar in the two groups and in particular the anterior PSM rate was not significantly higher in RS-RARP cases (5.0% versus 0.0%; p=0.49) in the series by Eden and colleagues. 5 Larger numbers of patients operated on by suitably-experienced surgeons are needed to determine the true effect of this surgical approach, if any, on PSM.
The inability to look inside the bladder during RS-RARP, together with the proximity of the distal ureters to the lateral pedicles of the prostate, has resulted in a number of ureteric injuries, some of which have been published. 5 Since ureteric injury is also a recognised complication of AA-RARP, it would be unreasonable to criticise a relatively new technique prematurely because of this. Although the fifth patient in the author's series had a ureteric injury, he has encountered no further instances in the past 265 patients, despite 23% of cases being undertaken for T3 disease. It appears that patients with large middle lobes of prostate (Figure 2 ), previous bladder outlet surgery, locally advanced prostate cancer and perhaps also salvage cases are most at risk of ureteric injury. However, as with PSM rates, larger numbers of patients operated on by suitablyexperienced surgeons are needed to determine any association between the choice of surgical approach and the probability of ureteric injury.
The future
As with laparoscopic and, subsequently, robotic radical prostatectomy, urologists will continue to be pressurised to deliver better patient outcomes and, in order to do this, to innovate and adapt their surgery to incorporate new techniques. Patient safety remains a paramount concern, but this should not be used as an excuse to stifle progress. Adopting a fundamentally different surgical technique is best done after careful consideration of one's own surgical caseload and ability, video review, case selection, the use of mentors, prospective data collection, and careful and ongoing scrutiny of results. Quite where RS-RARP will end up as a potential replacement of AA-RARP remains to be seen; however, it is clear that there is sufficient justification to continue its practice in experienced hands.
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